Introduction
The majority of cancers of the lower oesophagus and cardia are unresectable (Miller 1962) and the alternatives of radiotherapy and chemotherapy do not immediately relieve the distressing symptom of dysphagia. Palliative intubation, however, overcomes dysphagia without prejudicing other forms of management. Using the Nottingham introducer (Atkinson & Ferguson 1977) , prosthetic tubes can now be inserted under intravenous diazepam sedation. We report the results of this technique in 100 patients with malignant dysphagia.
Patients and methods Ninety-eight patients with malignant obstructive dysphagia who, after full investigation and surgical consultation, were considered unsuitable for surgery, and two patients with oesophagobronchial fistulae, underwent fibreoptic endoscopy and attempted insertion of a paftiative oesophageal tube. There were 48 male and 52 female patients, aged 36 to 91 (mean 72 years). The site of obstruction was in the lower third in 55, the middle in 36 and the upper in 7 patients. Forty-four tumours were adenocarcinomas, 46 squamous, and biopsies from 8 were either undifferentiated or not diagnostic. Two with middle-third obstruction had bronchogenic carcinomas. Of the two patients with broncho-oesophageal fistulae, one had had an oesophagogastrectomy for a gastric adenocarcinoma and the other laser therapy to a tracheal carcinoma.
Under diazepam sedation and intravenous atropine to dry oropharyngeal secretions, a guide wire was passed endoscopically and checked radiologically. The stricture was dilated whenever possible to 50 French gauge using the Eder-Puestow technique (Price et al. 1974) . The earlier patients in this series (67) were managed with a Celestin tube shortened to provide just sufficient length to traverse the carcinoma and protrude into the stomach. 1981) and advanced along the guide wire under fluoroscopic control. When the distal end could be seen to be below the stricture, the introducer and guide wire were carefully withdrawn.
. Following intubation, patients were nursed upright and a chest X-ray was performed the next day. The patency of the tube was checked by barium swallow on the second or third day. In 12 patients dilatation to 50 French gauge was not possible and the small size IV C Celestin tube was used instead of the larger Atkinson or size IV A Celestin. These patients with the larger tube were advised to take a fairly normal diet with emphasis on chewing food properly and taking effervescent drinks with every meal. Patients with a smaller tube were restricted to pureed food and liquids. All patients were advised to take precautionary anti reflux measures.
Results Ninety-three of the 100 patients were successfully intubated. Of the 7 failures, 6 had adenocarcinomas and the other had a long caustic stricture with malignant change which prevented passage of the guide wire. Inability to pass a guide wire through the lesion occurred in 4 other patients, and in 2 it was impossible to place the distal end of the tube below the carcinoma.
Eleven deaths were attributed to the procedure. Nine patients developed a perforation, of whom 6 died. There were 5 deaths from aspiration. Sixty-nine patients were discharged from hospital after initial intubation (74%). The remainder died of their carcinoma (0), myocardial infarction (1), pulmonary embolus (1) and following attempted resection of the tumour (2). This includes one patient who died after a second intubation.
Twelve tubes displaced upwards and were repositioned or exchanged. Four patients had two tubes. each. All displacements occurred in Celestin tubes without the distal flange. Twenty-six Atkinson tubes were put in, of which none displaced, but the difference in displacement rates does not achieve statistical significance. Eleven tubes became obstructed. In six this was caused by food bolus and easily overcome by passage of a nasogastric tube or a small-diameter endoscope (Olympus GIFP2). Five tubes became blocked by overgrowth of an adenocarcinoma.
Six patients who developed dysphagia from tumour recurrence after resection of a gastric carcinoma were intubated, but 3 developed further obstruction by the tumour and one tube became displaced.
Mean survival for the 69 patients who were discharged after initial intubation was four months. Nine patients are alive up to 11 months after intubation and one patient lived for 18 months. In no case did the tube fragment.
Discussion
Intubation with the Nottingham introducer has proved to be successful in palliating the dysphagia of inoperable gastro-oesophageal malignancy. The ability to perform the procedure under diazepam sedation makes it suitable for elderly, malnourished patients, who can be quickly discharged from hospital. We have been able to insert a tube in 93% of patients with relative ease. The perforation rate of 9% is comparable with 14% quoted by Atkinson's group (Ogilvie et al. 1981) . Apart from one patient with ankylosing spondylitis, whose neck rigidity forced the tube to enter the stricture at an angle, all patients who perforated had tight strictures and difficult intubations. This was also the finding of Tan et al. (1982) . The endoscopic complication rate was lower than Celestin tube insertion at laparotomy, although the hospital mortality was identical (Saunders 1979) .
Intubation proved more difficult in patients with adenocarcinoma, and the tubes tended to become obstructed by the enlarging tumour. Dysphagia is usually a late manifestation of gastric carcinoma, and intubation may, therefore, fail to clear the tumour satisfactorily. Both the tubes used were designed for oesophageal use and do not allow the change in axis of the lumen between oesophagus and body of stomach, so that they point directly at greater curve tumours rather than along the residual lumen. Like Saunders (1979) , we found that although patients with oesophagotracheal fistulae can be prevented from choking, neither of our patients survived to leave hospital.
There have been no upward displacements with the Atkinson tube, suggesting that the distal flange functions as intended.
We conclude that palliative intubation with the Nottingham introducer is quick, effective and relatively simple, and that the development of a distal flange has eliminated tube displacement.
